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Parti 

THE PELVIS AND FETAL POSITIONS. 
Obstetrical Pelvis and Pelvimetry. 



Superior Strait or Pelvic Inlet — (See Fig, 1). 

"The obstetric inlet is the least available ! 
the upper portion of the pelvic canal ; it is bounded by a 
line passing 2/5 inch below the upper margin of the 
symphysis pubis, along the superior margin of the oblique 
rami and body of the pubis, past the iliopectineal emi- 
nences, the anterior margin of the sacral alte, and the , 
summit of the sacral promontory."— (Edgar.) 
Diameters — (See Fig. 1). 

(A) Between crests, 11 1/5 inches (28. cm.). 

(B) Transverse, 5 1/4 inches (13.5 cm.), Playfair < 
stated 5 1/5 inches. 

(C) Between spines, 10 inches (25. cm.). 

(D) Oblique (right and left are equal), 5 inches i 
(12,5 cm.). Playfair estimated as 4 8/10 inches, 

(E) Sacro-pubic diameter, true conjugate, or antero- j 
posterior, 4 1/2 inches (11.5 cm.). Williams states 11. 
cm., about equivalent to the figures of Lusk — 4 1/4 inches. J 

Obstetrical Landmarks of the Inlet. 

(1) In front, the symphysis pubis. 

(2) Just posterior on either side, the ilio-pectinea] 
eminence. 

(3) At the side, the ilio-pectineal line. 

(4) Points on aacro-iliac joints where line joins i 
them. 

(5) In rear, the promontory of the sacrum. 
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2 OBSTETRICAL EMERGENCIES 

Pelvimetry of the Inlet— (See Fig. 1). 

The true conjugate can be estimated from the diag- 
onal conjugate (see "Pelvic Planes" and Fig. 3), by sub- 
tracting from it 1 inch (2.5 cm.), but the amount will 
vary with the height, thickness and inclination of the 
symphysis, and the height of the sacral promontory. 
Measurements deducted vary from 3/4 to 1 1/2 inches. 
Williams states from 3/4 to 4/5 inch. 

The Farabent pelvimeter will measure the true con- 
jugate with a fair degree of accuracy. 

Exact measurement of the transverse diameter of 
the inlet is not very practicable. 

Manual Pelvimetry of the inlet should, ordinarily, 
not be attempted in nulliparous patients, or, in others, 
except in emergency, before labor sets in. When used, 
anesthetize, sterilize the hand as for a surgical operation, 
dilate slowly, and look out for varicose veins in the 
vagina. Directions for manual pelvimetry of the inlet 
are not given here, since the results are not worth the 
effort and the danger to the patient until after the ex- 
aminer has had sufficient experience with the method to 
make book directions unnecessary. 



Inferior Strait or Pelvic Outlet— (See Fig. 2). 

The inferior strait "is not a plane in the mathe- 
matical sense, but consists of two triangular planes whose 
bases would meet on a line drawn between the two 
ischial tuberosities. It is bounded posteriorly by the tip 

I of the coccyx, laterally by the greater sacro-sciatic liga- 
ments and the ischial tuberosities, and anteriorly by the 
lower margin of the pubic arch." — (Williams.) 
Diameters— (See Fig. 2). 
(A) Antero- posterior, 3 3/4 inches (9,6 cm.), 
from lower margin symphysis pubis to the tip of the 
CDC' — ' ' plane marked c on Fig. 2), but it is increased 
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to 4 3/4 inches (12. cm,) during labor by the backward 
displacement of the tip of the coccyx. Williams states 
11.5 cm. or 1/5 inch less than above figures. This exten- 
sion is to plane marked d on Fig. 2. 

(B) Transverse, 4 1/4 inches (11. cm.), and lies be- 
tween the inner margins of the ischial tuberosities. 
Obstetrical Landmarks of the Outlet. 

Taking them from before backward: 

(1) Pubic arch and sub-pubic ligament. 

(2) Descending ramus pubis and ascending ramus ] 
ischium, assisting in bounding obturator foramen and j 
forming pubic arch. 

(3) Tuberosity of the ischium. 

(4) Spine of the ischium. 

(5) Great and small sacro-sciatic ligaments. 

(6) Coccyx. 

Pelvimetry of the Outlet. — {See "Pelvic Planes" and 

Fig. 3.) 

Pelvic Planes and Pelvimetry — (See Fig. 3). 
Explanation of Fig. 3 : 

(1) True conjugate. 

(2) Obstetrical conjugate. 

(3) Diagonal conjugate. 

(4) A ntero- posterior diameter of greatest plane. 

(5) Antero-posterior diameter of least plane. 

(6) Antero-posterior diameter inferior strait. 

The important measurements are those indicated 
under preceding sections. 



Internal Pelvimetry. 
Under pelvimetry of the inlet, in a preceding section, 
the means for measuring the true conjugate were given, 
and were explained as dependent upon ascertaining the 
measurement of the diagonal conjugate (shown at 3 on 
Fig. 3). Edgar says of it: 
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4 OBSTETRICAL EMERGENCIES 

The Diagonal Conjugate.— "This is the distance 
from the center of the sacral promontory to the sub- 
pubic ligament. To measure it manually, the first and 
second fingers of either hand are introduced into the | 
vagina, and the sacral promontory is sought for. Some 
experience is necessary to be able to recognize the pro- 
montory, and care should be taken not to mistake a 'false 
promontory' for the true one. Unless the deformity is 
extreme it will be the second finger which touches the 
promontory. Keeping the finger in contact with the latter, 
the radial side of the first finger or hand is held firmly 
against the subpubic ligament, while (he exact point of 
contact is marked by the finger nail of the first firmer 
of the other hand. The fingers are then withdrawn, and 
the distance is measured with the tape, the examining 
hand being held in the same relative position. This diam- 
eter in normal pelves measures 5 1/4 inches (13.5 cm.)." 

Sacro-pubic and pu bo- coccygeal diameters are deter- 
mined in the same manner, only the tip of the second 
finger seeks the sac ro- coccygeal joint in the first measure- 
ment, and the tip of the coccyx in the latter. 



CEPHALOMETRY. 
Fetal Skull Too L,\hge.- — The methods of Dubois, 
Perret and Stone for detennining tlie size of the fetal 
head require either special apparatus or much experience, 
r both. Miiller's method is as follows ; 

See that the bladder and rectum of the patient are 
emptied ; place a hand on each side of the hypogastrium, 
with the fetal head in proper relation to the pelvic inlet. 
Then make pressure in the axis of the superior strait, so 
that the head is forced into the pelvic cavity. If the 
head engages, all is well. As a matter of fact, the method 
is difficult and all but impossible with a thick abdominal 
fvalJ. 
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EMBRYO AND FETUS IN THE SEVERAL 
MONTHS OF PREGNANCY. 


Peiiod 
Week-Month 


verten-coccy- 


Total LenKth Weigh I of gi„ofT,tenij 


3d-4th 


0.177-0.43 
inches 




(?) 


3i s 2i X 2i 
inches 


6tli week 


0.51-0.67 
inches 




(?) 


4ii3ix2 
inches 


12tb week 


0.82-2.68 
inches 


2.75-3.54 
inches 


77.16-308.64 
grains 


5i4s3 inchea 


20th week 


3.82-5.79 7.08-10.62 
inches inches 


9.8 ounces 


7x6x5 inches 


24th week 


S. 8-7.36 11.02-13.48 
inches 1 inches 


1.395 

pounds 


81 X 6i X 6 
inches 


7th mouth 


7.08-8.97 ! 13.88-14.96 
inches inches 


2.64 pounds 


10ix7Jr61 
inches 


tJlh month 


9.45-10,82 ' 14.96-16.93 
inches | inches 


3.52-4.18 
pounds 


Iljx8ix7 
inches 


9th month 


10.63-11.81 16.52-18.9 
inches inches 


3.74-5.72 
pounds 


13x94x84 
inches 


10th month 

37lh to 40th 

week 


11.81-14.56 18.9-20.47 
inches , inches 


6.60-7.92 
pounds 


Sacciform dil- 
segment. 
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£nd of 6lh t^oniA—Haii on head, brows and lashes ; testicle* J 
approach ring. 

Endof 7th monlh — Pupillary membrane disappears; lanugo;. 

End of 8th TKOnth — Hair thicker; one testicle; scrotum; naiU J 
uot beyond finger tips. With great care, may survive. 

End of 9th month — Body fatter; cranial twines still mould \ 
readily. Ijives. 

End of 10th month — Skin pink aud fat ; nails perfect ; 
open fully. 
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POSITIONS OF THE FETUS. 



Relative frequencj', 70% 
Relative frequency, 10% 
Relative frequency, 17% 
Relative frequency, 3% 

Second in frequency. 
Third in frequency. 
MoBt common. 
Fourth in frequency. 



Vbrtkx. 

(1) Left occipito-anterior L.O.A. 

(Z) Right occipito-anterior— R.O. A. 

(3) Right occipito-posterior-R.O.P. 

(4) Left occipito-posterior — L.O.P. 
Facb. 

(1) Left mento-anterior L.M.A. 

(2) Right mento-anterior _..R.M. A. 

(3) Right ntento-posterior .-R.M.P. 

(4) Left mento- posterior L.M.P. 

Brow. 

(1) Left fronto-anterior L.F.A. 

(2) Right fronto-anterior-— R.F. A. 

(3) Right fronto-posterior — R.F.P. 

(4) Left fronto-posterior L.F.P. 

Pklvic (Brkbcb). 

(1) Left Bacro-anterior L.S.A. Most free 

(2) Right sacro-anterior R.S.A. 

(3) Right sacro- posterior . — R.S.P. Second ii 

(4) Left sacro-posterior L.S.P. 

Shouldbr. 

(1) Lett scapula- anterior L.Scap.A. Most 1 

(2) Right scapula-ant erior.-R.Scap. A. 

(3) Right scapula-posterior -R.Scap.P. 

(4) Left scapulH.-posterior---L.Scap. P. 



The above nomenclature is generally adopted only in 
the United States. The French method is also coming 
into use here. According to it, vertex, face and pelvic 
(breech) presentations are known as occipito-iliac (O. I.), 
mento-iliac (M. I.), and sacro-iliac (S. I.), there being 

I right and left of each of the above. Also, the presenting 
part in each position may be directed anteriorly, (A) ; 
transversely, (T) ; posteriorly, (P). This system gives 
six varieties of each presentation, and it is very useful 
when refinement of description is of moment. 
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DIAGNOSIS OF POSITIONS. 

Vertex : 

L. O. A.— Occiput to 1. acetabulum; forehead to r, 
sacro-iliac joint ; fetal back to 1. ; extremities 
to r. above. Fetal heart sounds below and to 
I. umbilicus. 

R. O. A.^Occip. to r. acetabulum; forehead to 1. s-t. 
joint; back to right; extrem. to 1. above. 
Heart sounds near median line, below um- 
bilicus. 

R. O. P. — Occip. to r. s-i. joint ; forehead to 1. ace- 
tabulum; back to r. flank; extrem. to 1. ante- 
riorly. Heart sounds right flank bel. transv. 
line through umbil. 

L. O. P. — Occip. to I. s-i. joint; forehead to r. ace- 
tabulum; back to 1. flank; extrem. to r. ante- 
riorly. Heart sounds left flank as per R. O. P. 
Face: 

L, M.A.— Chin to 1. acetabulum; forehead to r. s-i. 
joint; back to right; extrem. to 1. Heart 
sounds 1. side below umbilicus. 

R. M, A'. — Chin to r. acetabulum ; forehead to 1. s-i. 
joint ; back to left ; extrem. to r. Heart sounds 
r. side below umbilicus. 

R. M. P.^ — Chin to r. s-i. joint; forehead to I. acetabu- 
lum ; back to left ; extrem. to r. Heart sounds 
r. side below umbilicus. 

L. M. P. — Chin to 1. s-i. joint ; forehead to r. acetabu- 
lum ; back to right ; extrem. to 1. Heart sounds 
1. side below umbilicus. 
Brow: 

L. F. A. — Brow to I. acetabulum; back to right; ex- 
trem, to I. above. Heart sounds r. side below 
umbilicus. 
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R. F. A. — Brow to r. acetabulum; back to left; ex- 
trem. to r. above. Heart sounds 1. side below 
umbilicus. 

R. F. P. — Brow to r. s-i. joint; back to left; extrem. 
to r. above. Heart sounds 1. side below um- 
bilicus. 

L. F. P. — Brow to 1. s-i. joint ; back to right ; extrem, 
to 1. above. Heart sounds r. side below um- 
bilicus. 
Pelvic (breech) : 

L. S. A.- — Sacrum to 1. acetabulum ; back to 1. ante- 
rior; abdomen to r, post. Heart sound I. side 
opposite umbilicus. 

R. S, A. — Sacrum to r. acetabulum; back to r. an- 
terior; abdomen to 1. post. Heart sounds r. 
side opposite umbilicus. 

R. S. P. — Sacrum to r. s-i. joint; back to r. posterior; 
abdomen to 1. ant. Heart sounds r. side op- 
posite mnbilicus toward back. 

L. S, P.— Sacrum to 1. s-i. joint; back to 1. posterior; 
abdomen to r. ant. Heart sounds 1. side op- 
posite umbilicus toward back. 
■Shoulder : 

L, Scap. A. — Head in 1. iliac fossa; back anterior; 
extrem. r. side upper part abdomen. Heart 
sounds 1. side below umbilicus. 

R. Scap. A. — Head in r. iliac fossa; back anterior; 
extrem. 1. side upper part abdomen. Heart 
sounds r. side below umbilicus. 

R. Scap. P. — Head in r. iliac fossa ; back posterior ; 
extrem. 1. side upper part abdomen. Heart 
sounds r. side below umbilicus toward rear. 

L. Scap. P. — Head in 1. iliac fossa; back posterior; 
extrem. r. side upper part abdomen. Heart 
sounds {difficult to hear) 1. side to rear. 
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PROGNOSIS OF POSITIONS. 

Vertex. — Anterior vertex presentations most favor- 
able position possible. Posterior vertex positions are 
favorable, but less so than anterior; labor is longer and 
the soft parts may be torn ; forceps necessary once in 
en cases. 

F.^CE. — More unfavorable than vertex for both 
mother and child ; prolongs labor. Least unfavorable in 
multipara. Posterior more unfavorable than anterior, as 
chin may lacerate perineum. Fetus may suffer from 
pressure on vessels or injury to eyes (Juring vaginal 
examination. Always born with swollen face. Warn 
parents in advance. Maternal mortality, about 6 per cent. 
Fetal mortality, about 15 per cent. 

Brow. — Uncertain for mother; bad for child. 
Mother suffers from prolonged labor, exhaustion, pos- 
sible shock, severe laceration and danger of sepsis. Fetus 
is liable to compression of skull and a badly distorted face. 
Maternal mortality, 6 to 10 per cent.; fetal mortality, 
20 to 30 per cent. 

Pelvic. — Not necessarily bad for mother; bad for 
child. Mother may be torn. Fetus in great danger of 
asphyxiation, compression of cord, premature detachment 
of the placenta, fracture or dislocation of limbs. Fetal 
mortality, 20 per cent. 

Shoulder. — Very grave for both mother and child. 
Degree of danger depends upon how early the condition 
is recognized and what it is possible to do towards correc- 
tion. Cases require great skill in handling if mortality is 
to be kept low. Neglected cases result in death to both 
mother and child. 

Consultant. — Save trouble for patients and your- 
self by calling a consultant early, once diagnosis of bad 
position is made. 
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10 OBSTETRICAL EMERGENCIES 

TREATMENT OF POSITIONS. 

Vertex. 

Vertex positions being normal, are not obstetric 
emergencies and will not be considered here, except to 
state that Roederer's obliquity is a mere exaggeration of 
the flexion nonnal to the head in this presentation. It 
may require a little care until the head engages at the 
inlet. Bregma presentation is an incomplete flexion. If 
not corrected, it prolongs labor. If a vertex presentation 
seems to make no progress, locate the large fontanelle. 
If it is central or near central, there is an incomplete 
flexion. During labor pains push the forehead up, and, 
with the other hand, fix the fetus by making simultaneous 
pressure upon the fundus. 

Face. 

In all face presentations, remember that the face is 
of a poor contour to dilate the uterine os, and that care 
must be taken of the features. Hence preserve the bag of 
waters as long as is possible, since it acts to dilate and 
to protect. At best, the face will be swollen and distorted 
by the time delivery is accomplished. Do not injure it by 
unwise instrumentation and rough vaginal examinations. 

A word of advice to physicians attending their first 
face presentation: Don't get excited. If the head en- 
ages at the inlet, do little except to exert pressure upon 
the forehead. Most of these cases will end spontaneously 
if left alone. The profession takes a more hopeful view 
of face presentations than it did a few years ago. 
Internal rotation does not occur until the advancing face 
distends the pelvic floor, and, especially when the chin is 
obliquely posterior, it does not occur until the attendant 
is about ready to give up hope. See "Prognosis of Posi- 
tions" and remember that anterior cases do not need much 
JnterSerence upon the part of the physician. There is 
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always a positive danger of sepsis in our attempts to I 
change a presentation. Take all precautions, and do not ' 
attempt it at all unless there is positive indication for 
such manipulation. An obstetrician who is panic stricken 
or worn out by an all-night vigil is more apt to do harm 
than good when he attempts correction. 

Text-books tell us that when the face rotates into the \ 
hollow of the sacrum attempts should be made to substi- 
tute a vertex presentation, and it is stated that this may 
be readily done by pushing up the chin or by making 
traction upon the occiput. Perhaps it may be easy for 
the man attending many such cases in a large maternity. 
My experience is that, if one can sufficiently dilate the ] 

fix, this may be done — but it "won't stay put." The 
average man will probably get the best results if he does 
a high forceps delivery so soon as he can convert a face 
presentation into a vertex. But do not decide that the 
forceps must be used to conclude the labor in a hurry. 
After one has a vertex presentation passing the upper 
strait, nature may conclude the case better than he can. 
In oblique posterior positions, conversion must be done 
or there will be trouble. Do not wait too long; get a 
good consultant; anesthetize the patient, and proceed to 
dilate and insert the whole hand. Now take your time 
and get a good grasp of the vertex and draw it down 
while an assistant makes external manipulations designed 
to carry the back in the opposite direction. Be sure you 
have a good anesthetist who will fully relax the patient. 
If you cannot keep the presentation a vertex until the 
head is well engaged, apply the forceps or do a podalic 
version (q. v.). Also see "Forceps Delivery." 
Brow. 

This is a serious condition ; do not assume an ex- 
pectant attitude. It is true that some anterior cases are 1 
transient and will correct themselves, but they are not i 
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usually recognized. A posterior case or a persistent one 
does not correct itself, and it is a poor plan to depend 
upon nature in such cases. Manual conversion into a 
vertex presentation, as described under face presenta- 
tions, should be done if head is not too firmly engaged in 
the superior strait; or a podalic version may be done. 
Do not convert into a face presentation, as has been sug- 
gested by some authorities. If head is firmly engaged, 
use forceps carefully. If there is peril of extensive 
laceration of soft parts, do a symphysiotomy {q. v.). 
Especial caution should be exercised if forceps are used; 
they are apt to be dangerous in this condition. If the 
fetus is known to be dead, perforate the head and deliver. 
Pelvic or Ereech. 
External version may be done before labor begins, 
when the diagnosis has been made early enough. The 
principal points concerned in a breech presentation are 
outlined under "Prognosis of Positions." Preserve the 
membranes as long as is possible. Have an assistant 
make firm and downward pressure upon the fundus in 
order to maintain the arms of the fetus in proper position. 
Properly managed, a prolapsed arm is not serious, but to 
have the arm go up beside the after-coming head must be 
carefully avoided. The real danger to the child is from 
prolapse of the cord or its compression by the head. The 
head must be delivered within five minutes after it begins 
to compress the cord, or the child will not survive. Be 
especially careful to maintain the head in the proper 
position for easy delivery, viz., head flexion, by pres- 
sure upon the fundus. The forceps are not needed in 
delivery of the head. Toward the end of labor, have 
everything ready for quick delivery and resuscitation of 
the child. 
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^H Shoulder or Transverse. 

^H This is a dangerous condition if neglected. Nature 

^H will rarely accomplish spontaneous delivery, and both 
^B. mother and child will perish. The chief dangers are ex- 
^r haustion, hemorrhage and rupture of the Uterus. 

Shortly before labor it is sometimes possible to per- 
form cephalic version by external manipulation. The 
usual treatment is to wait until the uterine cervix is 
ipatulous and dilatable and perform podalic version under 
I anesthesia. If this is not successful or practicable, de- 
I capitation or Cesarean section must be done. The writer 
Khas successfully done the former operation, but would 
►Unhesitatingly condemn it largely on account of its djfii- 
i.culty and the danger from sepsis. Ciesarean section is 
I preferable in every way. If either one of these opera- 
[ tions are done, first secure the consent of the family. 
1 Despite all that may be said, they are very liable to 
Iseptic complications in this condition. 

Prolapse of Arm or Leg. — See under "Dystocia," 
•arts. 
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EMERGENCIES OF PHYSIOLOGIC LABOR. 

Note. — See Part I. for emergencies involving presentation. 
Parts V. and VI, give particulars of surgical emergencies and 
the delails of asepsis and antisepsis. A large part of this present 
section will not appeal to the experienced obstetrician, but the 
inexperienced may profit by its directions. 

Preceding Labor. — An annoying feature of obstet- 
rical practice consists in being called too soon, especially 
when involving a case several miles in the country. 
Learn to post your primiparous cases as to what really 
occurs in the beginning of labor, and they will know 
better when to summon you. Much recent literature 
warns against vaginal exatninations ; when summoned to 
a case you have not seen previously, you must know 
conditions and must examine. When you determine 
that labor has actually begim, find out for yourself 
whether preparations have been made. Especially ex- 
amine the bed and see that it is placed in proper shape 
for any emergency. Do not hesitate to find out if the 
patient is clean and is provided with clean bed clothing. 
Assure yourself that there are plenty of clean towels, 
sheets and muslin cloths. You will possibly save later 
trouble if you see that arrangements have been made for 
a plentiful supply of boiling water and for the adequate 
heating of the apartment. Banish all domestic animals 
and unnecessary neighbors. Find out about the nurse 
and see that she is summoned in time. When she comes, 
get acquainted and tactfully find out if she is competent 
— and then regulate things accordingly. If a midwife 
is in attendance, find out if she has made a vaginal 
examination. If she has, your patient is probably in- 
fected and needs a free antiseptic douche. Take com- 
mand of the situation. If necessary items are not in 
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the house, send inmates out to buy or borrow them. Do 
not assume that all is well because the patient is educated, 
is prominent, or lives in a good house. Such people 
may be careless, indifferent, depend too much upon serv- 
ants, or be possessed of some foolish fad or ism. Know 
that things are right; then go ahead. 

The patient may be seen by you for the first time; 
if so, get her medical history. Find out if the pregnancy 
has occurred in wedlock and if it is full time. It is 
possible you may be finishing up some one's criminal 
abortion. If caught in such circumstances, get a con- 
sultant or leave the house — if there is no immediate 
urgency for your services. See that the bowels and blad- 
der have been emptied. 

If suddenly summoned to attend a case of confine- 
ment and you have no appliances with you, go ahead 
with what you can collect in the house and properly I 

sterilize. Academic dangers will not cause panic to a I 

resourceful man. Don't worry about dirty and bad 
surroundings : do what you can to improve them. The I 

writer has done podalic versions and other serious obstet- i 

ric work in the worst surroundings and with absolutely 
no appliances whatever except a clean pair of bare 
hands. None of these women died or were even infected. : 

The same may be said of sudden labor in public places. i 

Go right ahead. The one really important thing in J 

obstetric practice is to have clean hands and know how ^^^H 
to use them. ^^^^ 

There is too much fuss made about the dangers ^^^H 
of a normal labor. Refinements of technic are really ^^^ 
useful, but a young practitioner has that sort of thing ,[ 

so ground into him that his dangers of neglect do not g 

I lie in that direction. What he lacks is the initiative ^^^H 
to meet practical emergencies in a practical way. This ^^H 
does not mean that he should neglect scientific means ^^^H 
and appliances. On the other hand, he should not ^^^H 
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neglect his duty, and particularly his duty in emergency. 
Emergencies of the First Stage. — False or "wild" 
pains worry the old ladies. Let nature alone or pre- 
scribe one of the simple uterine antispasmodic mixtures, 
in hot water. Vomiting alarms the patient. It is a wise 
provision of nature, in many cases, to relax the uterine 
OS. Reassure the patient and prescribe a few sips of 
hot coffee. The membranes may rupture early and you 
will be sent for. There is nothing to do but put the 
woman to bed and expect labor to actively begin soon, 
or, if not at full term, within forty-eight hours. Occa- 
sionally, in rupture before term, things will quiet down 
after the administration of a dose of morphin. Some 
women will worry because they "had pains two days 
ago and none since." Do nothing to promote pains in 
most instances. Give no potent drugs unless you have 
a definite reason for doing so. Uterine os does not dilate. 
The domestic plan of having the woman sit over a steam- 
ing bucket of hot water is sometimes of service. Cer- 
tain domestic relaxing teas need not be denied if the 
patient wishes to take them. The writer has saved him- 
self many a long and weary wait by giving 10 to 15 
drop doses tr. lobelia {U. S. P.) at intervals, or until 
slight nausea is produced. Do »ot give gelsemium in 
this condition; while it will relax the os, it stays re- 
laxed too long and hemorrhage may result. Do not 
attempt to manually relax the os in a normal labor. 

Emergencies of the Second Stage. — Tough mem- 
branes. After dilatation is complete, the bag of waters 
serves no useful purpose except a protective one in face 
presentation. Except in this latter condition, it is well 
to rupture the membranes. Do not do so during the 
acme of a pain, as the rush of waters may cause pro- 
lapse of the cord. Perforate with any pointed and 
sterile instrument, if the finger nail does not serwe. 
Be careful you do not injure a caput succed.au« 
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Weak pains. Do not give ergot; it does nothing but 1 
harm in this stage of labor. Occasionally there is a ' 
normal interval in which weak and annoying pains 
occur, which will Justify a dose of morphin; but these 
cases are not common. But there are instances in which 
the writer has found a dose of morphin to rest the 
patient over this stage and yet not interfere with active 
pains once they begin. Discriminate. Cramp in the legs 
is physiologic when the advancing head is making pres- 
sure upon the nerve trunks within the pelvis. Have the 
nurse rub the legs, and, if the labor is slow and the 
pain intense, the forceps may be required. Prolapsed 
cord. See in Part III. 

Anesthetics may be demanded in case of extreme 
or even of sharp pain. It has been noted that a woman 
in labor, and who is actually suffering severely, will cry 
out in a high key. Chloroform is the best anesthetic 
in labor. If possible to avoid, do not begin its use until 
the presenting part is well down upon the perineum. 
Never use cocaine as an anesthetic in labor. 
Morphin and hyoscin in combination has been 
advocated. While conceding arguments in its favor, 
there is possibility of harm, and one should not use 
such drugs as a routine in labor. The writer knows of 
instances, however, in which an abnormal or an un- 
usually severe labor has been aided by this method. 
I Certainly it is preferable to keeping the woman indefi- 
nitely under the influence of chloroform. Cessation of 
pains. Find out why they stop. If you can discover 
no reason except inertia, it may be well to have the 
patient take nourishment. While fully aware that the 
method is condemned by the best writers, yet I do not ^^J 
hesitate, after proper antiseptic precautions, to hook ^^H 
two or three fingers into the vulva and keep up a trac- ^^H 
^^ tion upon the perineum at inter\-a!s. This has promoted ^^H 
^^L pains in many instances in my practice, and as I have ^^^| 
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made use of the procedure safely in at least a hundred 
cases, do not hesitate to recommend it. Especially do 
I find this manipulation useful when labor pains stop 
just as the head is about ready to be born. 

Emergencies of Actual Delivery. — Supporting 
the perineum. This term is very largely a misnomer; 
what we should actually do is to hold back the head in 
order to protect the perineum until it is sufficiently 
dilated for the head to pass. We should also favor the 
extension of the head. Cord about the neck. This is 
largely a mechanical problem. Try to recognize it early ' 
enough to have room for the proper release of the cord. 
When this cannot be done, cut the cord, clamp the ends 
with hemostats, and deliver promptly. Delivery of ' 
shoulders. When this is difficult, first deliver the anterior 
shoulder under the pubic arch, and then raise the head 
and shoulders upward so as to give room for the other 
shoulder to pass. Tying the cord. Do not forget to use 
tight sutures about both the distal and the proximal ends 
of the severed cord, since there may be twins, and 
anastomoses in the placental circulation. Do not neglect 
to cleanse the child's eyes, and use silver nitrate solution 
if there is any question of gonorrheal infection. Some 
authorities recommend it as a routine procedure. Do 
not neglect inspection of the perineum. 

Emergencies of the Third Stage. — Hour-glass ' 
contraction. This is almost invariably the result of 
having given ergot too soon. If you have made this 
mistake, your just punishment is a wait of several hours, 
or until the uterus relaxes. Do not make an effort to 
extract the secundines, in hour-glass contraction, until 
after proper expulsive pains occur, as there is great 
danger of leaving behind a portion of the membranes or 
even of the placenta itself. Wait, and be gentle. Avoid 
these mistakes in delivering the placenta: (1) haste and 
rough handling, (2) too early attempts at placental d" J 
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livery, (3) placental delivery with the bladder full, (4) 
pressing the womb forward instead of backward and 
downward, (5) exciting unnecessary contraction, (6) 
twisting the membranes too hard. 

Crede's Method of Placental Expression. — 
Grasp the fundus with one hand, fingers behind and 
thumb in front. A contraction should soon ensue; at its 
maximum, compress and force downward and backward. 
Repeat during several contractions. When placenta is 
detached, do not make traction upon it or the cord. So 
far as possible, squeeze out rather than extract. Continue 
your grasp upon the fundus for some time after placental 
birth. When, despite this method, the secutidines are 
retained, pass two sterilized fingers into the vagina and 
womb and remove secundines or their fragments, at the 
same time pressing firmly with the external hand. Ergot 
may be given after the secundines have been removed. The 
writer makes a routine of giving a dose of f.e. ergot after 
every case, and leaving a dose with the nurse to give in 
emergency. There are academic objections to so giving 
it ; but practically it does good in preventing the formation 
of clots and attendant after-pains, closing the sinuses 
against the entrance of infection, and in promoting invo- 
lution. Leaving a dose with the nurse has met emergen- 
; in my practice upon several occasions. Hemorrhage. 
See Parts III and VII. Repair of the perineum. See 
Part V. 

Multiple Pregnancy-Normal. 
Look out for inertia with twin births. Be sure to 
cut the cord of the first born between ligatures. Post- 
partum hemorrhage after the first birth is rather com- 
mon. In case of hemorrhage after the first birth, de- 
liver the second rapidly by forceps if necessary, or by 
version. Complications in multiple births will be con- , 
sidered in Part III. 
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DYSTOCIA. 

Faulty Position of the Fetus. See "Diagnosis 
and Treatment of Positions" in Part I. Note especially 
bad presentations : persistent occi pi to- posterior, mento- 
posterior, and transverse position of the head at the 
pelvic outlet. These are productive of prolonged labor 
and are ugly conditions for the young practitioner to meet. 
In a brief booklet like this, it is impossible to go minutely 
into their management, but it is usually unnecessary to 
be in a hurry with delivery and one has time to summon 
a consultant. The patient may be anesthetized, and, by 
various internal manipulations, a more favorable presen- 
tation may be secured. Forceps deliveries and version 
present considerable difficulty in these conditions. 
Prolapse of Arms or Legs. 

Arms. — In shoulder or breech presentations, keep arm 
or arms in position with a sling to prevent extension. In 
head presentation, prolapse of an arm may require the 
use of the forceps to deliver. Be careful not to include 
an arm within their grasp. In some cases, reposition 
may be manually accomplished with the patient in the 
Trendelenburg posture, but version may be finally re- 
quired. In dorsal displacement, a dangerous form of 
displacement in cephalic and breech presentations, forceps 
should be used with extreme care owing to possible injury 
to the fetal neck. Fracture of an arm may occur, and 
version may be necessary. In breech presentations with 
a prolapsed arm, the necessary haste in delivery on a- 
count of threatened asphyxia, suggests the bringi: 
2\ 
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of the non-displaced arm, and with a sling around it, and 
using it as a tractor, rotate the body in such direction as 
may release the displaced arm. Pass in the hand and 
hasten delivery even if necessary to fracture the arm. 
Such fractures, in the writer's experience, unite very 
readily. 

Legs. — Prolapsed legs in shoulder and breech presen- 
tations require nothing but support. The condition is 
rare in cephalic presentations, and treatment will vary, 
but seldom is at all involved. 

Prolapsed Funis (cord,). 

Fetal mortality in this condition is about 50 per cent. 
Treatment should be prompt. The occurrence of pro- 
lapsed funis is often due to faulty handling of the case. 
Avoid premature rupture of the bag of waters, and, if 
they do rupture witli the patient in an upright or a sitting 
posture, have her recline at once. When the bag of 
waters is artificially ruptured, do not penetrate the mem- 
branes during the acme of a pain, since the cord may pro- 
lapse during the sudden gush of water. If prolapsed 
funis occurs very early in labor, the cord may be pushed 
back and the vagina tamponed, and the woman placed in 
a latero-prone position on the side opposite to the pro- 
lapsed cord. In some cases, the knee-chest position may 
favor reposition. Much ingenuity may be shown in 
replacing if the position be studied and the doctor ihinks. 

After the cervix has dilated and the prolapsus per- 
sists, carefully watch the condition of both mother and 
child, and do not delay a necessary version too long. 
Reposition may be accomplished sometimes with an 
English catheter. See Part V. In face presentations, 
prolapse of the cord makes version necessary. In other 
cases watch the fetal heart, and be ready to do a version 
or a forceps delivery. 
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Multiple Birth. 

In abortion of one twin, bring away the second 
fetus with the dead one, even if it dies; infection may 
kill tlie mother. Inertia is a positive danger in multiple 
birth, and it may be wise to hasten the delivery of the 
first child in order that the second one may be bom 
without serious hemorrhage. Do not do so unless inertia 
is marked. In bad presentation of the second child, its 
small size usually renders a version practicable and safe. 
Look out for hemorrhage in any multiple birth, and I 
deliver promptly if it occurs. 

Be very cautious in the use of anesthetics, since they 
may add to the inertia and resultant hemorrhage. If the 
first child is born prematurely with its placenta, and ex- 
amination reveals that the second child is alive, and 
there is no hemorrhage, the second child may remain to 
term with safety to the mother. In all cases of multiple 
birth, be very careful in the delivery of the secundines. 
Interlocking of the Fetal Heads. ' 

If possible, deliver the first fetus with the forceps, 
and extract the second one by any available method; 
if this is not possible, perforate and dismember the first 
fetus, and then deliver the second one. In complex 
presentations, try to deliver with the forceps, even at 
the risk of violence to one child, and, if it dies, it will 
simply have to be sacrificed in favor of the other one. In 
case of dystocia from the presence of a double monster, 
common humanity demands that we consider the interest 
of the mother paramount to that of the monster. 
Short Cord. 

This calls for manual expression of the placenta, and 
a forceps delivery of the child. If the cord ruptures, 
terminate the labor rapidly. 

Hydrocephalus. 

Aspirate the fluid from the fetal head so as to give 



r24 OBSTETRICAL EMERGENCIES ^^^| 
the child a chance. If it still cannot be born, apply the ^^^| 
cephalotribe and deliver. One can seldom get a firm ^^H 
grasp of a hydrocephalic head with the ordinary forceps. ^^1 
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In case of a very badly deformed fetus, or one with a 
large tumor, the interests of the mother are first and that 
of the fetus secondary. Deliver by whatever means best 
meets this indication. It has fallen to the lot of the 
writer to attend in cases of monster or deformed fetus 
being born, and it is my deliberate opinion that, as nature 
mercifully ends the careers of these beings in most in- 
stances, subjecting a woman to the dangerous traumatism 
of giving natural birth to a monstrosity that will live but 
a short time is neither human nor wise. 
Precipitate Labor, 

This interferes with the physiologic processes and 
the mechanism of labor. It is apt to recur in the same 
woman. There are some extreme cases in which we can 
do nothing, the writer having encountered one in which, 
after a few very slight pains and while he was preparing 
to examine the woman, the whole product of conception 
was expelled with one pain. The child was resuscitated 
with difficulty, and the uterine os was seriously torn. If 
a case is seen in time, give bromids and morphJn. If 
active pains are occurring, chloroform will retard them 
somewhat. Hold back the head by manual means. 
Uterine Inertia. 

First Stage. — Empty the bladder and rectum. Have 
the patient rest and, if possible, sleep. Administer stimulat- 
ing doses of strychnin, and have some quickly assimilable 
food given. Twenty grain rectal suppositories of quinin 
may be useful. Careful exercise is often of advantage. 
Hot vagina! douches are commended. Manual dilatation 
of the cervix is a questionable procedure, but it may be 
used as a last resource. Do not use electricity. 

Sfcond Stage. — Administer strychnin. External 
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compression and friction are suggested. The forceps 
may be demanded. 

Rupture of the Uterus. 

This is the most serious complication of obstetrics. 
Watch all cases of obstructed or unduly prolonged labor, 
and, if tetanic action or dangerous thinning of the lower 
uterine segment appears, give chloroform or morphin, or 
both. If delivery promises to be difficult or impose a 
strain upon the uterus. Cesarean section should be 
seriously considered. Terminate labor in all cases of 
threatened rupture in the way safest to the mother, and 
quite regardless of the fetus. Do not attempt a version. 
If rupture actually occurs, send for a surgeon, with a 
laparotomy in view; but, if the tear is slight, this opera- 
tion may be delayed, provided the womb has been com- 
pletely emptied through the natural passages and there 
are no signs of peritonitis. 

Inversion of the Uterus. 

Avoid precipitate labor and traction upon the cord. 
If inversion occurs, empty the bladder and rectum, anes- 
thetize, and promptly reduce by taxis; follow with intra- 
uterine irrigation and tight intrauterine tamponade. 
Authorities differ somewhat as to details, especially if 
the inversion occurs with the placenta adherent. Follow 
what seems, under the circumstances, to be correct sur- 
gical principles. 

Labor After Operations Involving the Genitals. 

It may be possible to summon the surgeon who 
operated; if it is not, procure as reliable information as 
to the character of the operation as is procurable. No 
definite directions can be given here since they would 
differ as involved in a number of various conditions, 
a rule, tliere is less cause for apprehension than i 
would naturally anticipate. 
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Maternal Tumors. 

Many such tumors may be responsible for dyst( 
The books give extended descriptions of these conditions 
and directions as to what may be done. The present 
writer confesses to a great feeling of apprehension — 
sometimes fully justified — in these distressing complica- 
tions. After varied experiences, and in view of the com- 
parative safety of Csesarean section, I am inclined to take 
but little risk with what are always problematical con- 
ditions and a dubious outlook, and favor the more free 
recourse to this operation. 

Rigidity of the Os. 

Spastic rigidity may be overcome by antispas- 
modics, such as chloral hydrate in moderate doses, 
nauseating doses of lobelia, or the combination of the 
two (chloral, 10 grains; tr. lobelia, 10 drops). Opium 
suppositories (2 gr.) are useful. Hot vaginal douches 
are suggested. In severe cases, manual dilatation, prefer- 
ably with hydrostatic appliances, should be resorted to. 
In the absence of appliances, bimanual dilatation is indi- 
cated. Incise for organic rigidity. Perform vaginal 
Oesarean section in occlusion of the external os. 
Atresia, Etc. 

Vaginismus, rigidity of the vulva, various forms of 
atresia and obstructive states of the soft parts generally 
are so numerous that they cannot be entered into in 
detail here. Generally speaking, if the woman is anes- 
thetized, it is not a very difficult matter to dilate and 
effect a forceps delivery. 

Pelvic Deformity. 

This is a vast subject. Part I of this booklet gives 
data upon which to base an intelligent estimate of condi- 
tions where one unexpectedly encounters a labor with 
the pelvis of the mother deformed. As a rule, we have 
warning ot these cases and study them before the onset 
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of labor; and even if we do not, labor is so retarded 
as to allow ample time to find out a great deal about the 
conditions, refer to text books, or summon a consultant. 
This latter should always be done. Even where the de- 
formity exists to such slight degree as to permit delivery 
with the forceps, the task is generally a hard one and 
will wear one man out. It is best to procure aid and a 

1 supply of chloroform. 

For all the gravity of these cases it is surprising how 
many of them may be spontaneously delivered. And this 
should lead us to give nature every proper chance before 
we interfere with any active measures. In what is classed 
as absolute pelvic deformity, nature is helpless. 

Forceps, symphyseotomy, embryotomy and Cassarean 
section are the resources. The present writer is favored 
with a small and flexible hand and would add to this 
version. I have had some interesting experiences putting 
in my hand where I could not get the forceps and doing 
a podalic version. It is to be remembered that the head 
will go through a smaller pelvis when reversed by a 
podalic version than it will when coming vertex. Also, 
you have the body with which to make traction. I am 
quite sure I have saved women considerable traumatism 
by this method. Needless to say, one cannot have great 
regard for the child in these tight deliveries. 

After all, every case must be determined upon its 
own merits, and there is every opportunity for the use 
of all the judgment and good sense you can muster. 



CONDITIONS OTHER THAN DYSTOCIA. 

Hydramnioa. 

Dilate the os and puncture the membranes, but avoid 
a gush of fluid. Do not aspirate through the uterine 
walls. Sometimes cardiac disturbances upon the part of 
the mother make a premature labor necessary. 
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Placenta Prasvia. 

This condition in labor requires haste with judgment. 
After the seventh month it may be necessary to induce 
labor. Call a consultant before you do so. In any event, 
inform the family of the dangers existing. 

The present writer has tried out the expectant treat- 
ment with a view to saving the child, but would sooner 
surrender the case to another physician than take such 
risks again. Life is short, and it doesn't pay to worry 
over academic scruples. Get busy and deliver. 

Dilate the cervix. If it is hard to dilate, circumstances 
may justify tamponade imtil it accomplishes partial dila- 
tation. Bimanual dilatation is to be preferred whenever 
practicable, since it causes less separation of the placenta 
than do most of the other methods. After the os is 
somewhat dilated, the Braxton-Hicks manoeuvre of com- 
bined version (see Part V.) will usually control the 
hemorrhage. Even if the os is but slightly dilated, one 
leg can be brought down and traction upon it will act as 
a tampon until after dilatation is complete. If the bleed- 
ing is extreme, an ordinary podalic version should be 
done. In any event, shorten the second stage of labor. 
The forceps may save life. 

If you first see the patient in collapse or impending 
collapse, it may be well to tightly tampon and bring 
about reaction with saline infusion, stimulants and 
nutrient enema before resorting to operative procedures. 
It may be justifiable treatment to deliver the placenta. 
tampon, and deliver the child after reaction. 

After delivering the placenta, be sure to lower the 
head and elevate the feet of the woman, and give stimu- 
lants. Look out for sepsis. It is remarkable how ex- 
sanguinated a women may become and yet recover. I had 
one case of placenta praevia bleed until she actually be- 
came blind, and so conlinued for two days, yet she recov- 
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ered. But take no risks in these matters, and watch your 
patient. 

Other Hemorrhage. — Various conditions other than 
placenta prasvia may cause placental hemorrhage during 
labor. These hemorrhages are treated much as is placenta 
previa, differing with conditions. It may be absolutely 
necessary to sacrifice the child in order to save the life 
of the mother. 

Eclampsia. 

There is a vast deal we do not know about eclampsia. 
The writer never had a case occur but once when it was 
expected; my cases have been unexpected, and I test 
the urine as a matter of routine. Preventive treatment 
is the important thing, but with it this booklet does not 
deal. The free use of buttermilk throughout the period 
of gestation will generally prevent eclampsia. 

When a convulsion occurs, give chloroform at once. 
I never use morphin in full doses in eclampsia, since it 
interferes with elimination. Tr. veratrum viride {not 
the U. S. P. tr, veratrum) in 10 to 20 minim doses hypo- 
dermatically, is highly useful. Norwood's tr. veratrum 
viride is an excellent preparation. Repeat the dose every 
half hour until the pulse falls to 65, but keep the patieHt 
recumbent. Small doses of morphin may be given with 
the veratrum if the latter drug nauseates. Chloral hydrate 
(30 grains), administered per rectum, is useful if the 
heart is strong enough to tolerate it. Apply an ice bag 
to back of head and neck. 

If convulsions continue, empty the Uterus with fair 
promptitude, but not by violent means. 

Then eliminate. Even at the very beginning, mix a 
drop of croton oil with a little butter and place upon the 
tongue. Calomel should be freely administered, and be 
followed with salines. Initial dose of calomel, 5 grains; 
follow with 1 grain doses at intervals. Apply a poultice 
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of digitalis leaves over the kidneys. Arterial tension may 
be lowered, carefully, with nitroglycerin. Irrigate the 
lower bowel freely. In collapse, give oxygen and stimu- 
lants. 



Part IV 

PREMATURE LABOR. ABORTION, EXTRA- 
UTERINE PREGNANCY. 
Premature Labor. 

Premature labor may be induced when the con- 
tinuance of pregnancy endangers the life or health of 
the mother. The following are among the conditions in 
which this procedure may be justified : contracted pelvis, 
abnormally large fetus, death of the fetus, hydramnios, 
hydatiform mole, ovarian tumor, uterine tumor, separa- 
tion of the placenta, placenta prasvia, toxemia of 
pregnancy, chorea, acute nephritis, cardiac disease, 
diabetes, tuberculosis, neuritis, and pernicious anemia. 

Cardiac and kidney disease, pneumonia, syphilis, 
malaria, many infectious diseases, tumors, lead poisoning, 
and drug habituation may themselves induce premature 
labor. Do not regard it as inevitable in these diseases. 
In mild conditions much may be done to preserve a preg- 
nancy to full term. In case of a babe being born alive 
to a mother habituated to a drug, the babe will die unless 
given gradually reduced doses of the drug directly or 
through the mother's milk. The administration of sal- 
varsan during pregnancy may prevent premature labor 
in a syphilitic woman. 

Nor is it to be concluded that premature labor is 
to be induced in all cases exhibiting the conditions noted 
in the first list. Except in placenta praevia (q.v.), the 
question of the artificial induction of premature labor is 
not an emergency to be met in a hurry. Permit the 
writer to urge text book study and a consultation with 
another physician before inducing premature labor. The 
physician runs the risk of involving himself legally if 
he rushes into an unsupported abortion. Furthermore, 
the advances of surgery are somewhat discrediting 
abortion as a surgical preventive, In Part V of this 
31 
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booklet, several operative procedures are noted which 
may rationally displace abortion in a very large number 
of cases. It should be remembered that the induction 
of abortion may be, and often is, very dangerous, and it 
may be questionable upon ethical grounds. 
Miscarriage. 

If this is threatened, put the patient to bed, give 1/4 
gr. morphin hypodermatically, and follow with 1 gr. 
rectal suppositories of opium at proper intervals. Wil- 
liams recommends the following prescription: 
B CociEe BUlpbate., gr. aa 

Eit. hyoscyami, gr. i 

Bit. viburni prunifolii, gr. v 

01. theobrom£B, q.s. 

Misce. et ft. suppoa. No. 1 

For internal use, the tr. hyoscyamus, the f. e. 
viburnum, and sodium bromide can be combined with 
simple elixir, or one of the proprietary mixtures can be 
procured ready made. Carefully watch these cases. 
Abortion. 

If called to a case of inevitable abortion, empty the 
uterus in the most conservative manner. If the cervix 
is patulous, anesthetize the patient, and clear out the 
womb with the sterile fingers anointed with sterile vase- 
lin. The fingers are the best instrument to be had in 
these cases. 

If the cervix is not patulous, pack the cervical canal 
and the vagina quite firmly with sterile gauze, and give 
30 drops f. e. ergot every four hours. Within ten to 
fifteen hours, the whole uterine content may be ready 
for expulsion, or, at least, the os is dilated and the 
fingers may be used to advantage. Do not, ordinarily, 
use a dilator or a curette, and do not be in haste. If 
the case is seen late and there is infection, follow good 
surgical principles and use intrauterine irrigations. 

As to infection in these cases, the tendency is to 
rely wholly upon local measures. The present wfriter 
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believes it to be wise to administer internal remedies. 
Despite criticisms of the drug, I give 20 to 30 drop doses 
f. e. echinacea every four hours, or small internal doses 
of mercury bichloride. 

As to induced abortion, it is not an emergency meas- 
ure in the sense of being a procedure to which one must 
have instant recourse, and the methods of , inducing 
abortion need not be discussed here. 

Induced abortion is either a crime or an unfortu- 
nate last resort to be used only after proper consulta- 
tion with another physician, if one lives within reach. 
It is not to be lightly resorted to, and one can involve 
himself in serious legal difficulties if he takes such a 
view of the operation. Indeed the advances of obstet- 
ric surgery are discrediting induced abortion, and the 
physician who relies upon mere emergency as a defense 
for performing an abortion is apt to be confronted with 
authoritative opinions failing to justify him before a 
court and jury. Indeed, Pinard has gone so far as to 
consider the artificial induction of labor as no longer 
justifiable except under the most rare circumstances. 
Bar even prefers a Cesarean section to an induced abor- 
tion, and considers it safer. Williams says: "At the 
present time, then, it seems to me that the only rational 
indication for the induction of premature labor, so far 
as concerns the existence of disproportion between the 
size of the head and the pelvis, is afforded by the rare 
cases in which the pelvis is normal but the child abnor- 
mally large, owing either to excessive development or 
to an undue prolongation of pregnancy." But he makes 
exception of diseased conditions of the mother in which 
miscarriage does not spontaneously occur, and in which 
an abortion may be necessary to preserve her life. 
Extra-Uterine Pregnancy. 

This condition is difficult of diagnosis: when the; 
diagnosis is made, the patient is usually in setiou% d^xsiy^i 
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No temporizing or half-way measures should be con- 
sidered for a moment. There is no medical treatment, 
and the electrical treatment once in vogue should not for 
a moment be considered. The right of the child to be 
bom alive cannot even be considered in deciding the 
question. This little booklet does not aim to teach sur- 
gical principles. If you are not prepared to do a lapa- 
rotomy, immediately procure a surgeon who is so pre- 
pared. But, in view of contingencies, the general rules 
to be followed in operating upon this condition aje 
quoted from Williams' Obstetrics. 

"The abdomen should be opened rapidly. In many cases 
blood spurts from the abdomen as soon as the peritoneum is 
incised, and completely obscures Ihe field of operation. Under 
these cicum stances the hand passed down alongside of the uterus 
seizes the tubal mass, which is then clamped on either side by 
long forceps. The hemorrhage having been controlled in this 
way, the blood clots are removed and the field of operation is 
cleaned up, after which the operator will be able lo remove the 
mass and replace the clamps by ligatures, under the guidance of 
the eye, at comparative leisure. After the fetal sack has been 
taken away, it is not advisable to attempt to remove all the blood 
from the peritoneal cavity unless the patient's condition is fairly 
satisfactory. 

"Not infrequently the appendages on the opposite side may 
be the seat of chronic inflammatory lesions. Some discretion 

should be exercised as to their removal at this time 

In desperate cases it is advisable to begin the subcutaneous or 
intravenous infusion of sterile salt solution while the necessary 
preparations for the operation are being made. . . 

"A freshly ruptured tubal pregnancy should not be attacked 
through the vagina, for the reason that the procedure is often 
more difficult than a laparotomy, . . . If the patient is not 
seen until the acute symptoms have subsided, and the effused 
blood has been encapsulated as an hematocele, she should be put 
to bed and carefully watched, operative procedures being insti- 

Ltuted only when the hematocele steadily i ■ ■ . ._ 

presents symptoms indicative of suppuratio 
cati 
int( 
del( 
: 



The author quoted above describes several compli- 
cations and their treatment, but t!iey will not be entered 
into here. Some authorities lay emphasis upon the Tren- 
delenburg position when performing a laparotomy for 
tubal pregnancy. 




SURGICAL EMERGENCIES IN OBSTETRICS. 
Intrauterine Irrigation. 

Avoid sepsis, shock from uterine distention or solu- 
tions at improper temperature, poisoning from absorp- 
tion, and entrance of fluid into the Fallopian tubes. Do 
not place patient in the Sims position, owing to danger 
of air being sucked in. 

If no uterine tube is at hand, use a metal male 
catheter. This is more effective if perforated at a dozen 
places, which may be done by sharply driving a nail 
with a sharp point through the wall of the catheter, 
being careful to leave any ragged edges in the inside of 
the catheter. Be especially careful in sterilizing 
catheter so treated. 

Use a fountain syringe at an elevation of two feet. 
Do not allow air to enter. Use sterile normal saline 
lysol, 0.5 per cent.; bichloride, 1 :10,CXX), always follow- 
ing the latter with sterile water. Be sure to irrigate 
vagina before introducing the intrauterine tube, 
patient shows pallor or facial twitching, desist at once. 
Vaginal Tampon. 

It takes 30 to 40 yards of 3 or 4 inch moist gauze 
to tightly tampon the vagina in placenta prasvia, and from 
that amount down in less urgent conditions in which 
less firm tamponade will suOice. Disinfect the genitals 
and vagina. Use moist antiseptic gauze. Do not allow 
to remain in place over twelve hours. 

In emergency in which no such gauze is to be had, 
hastily wash out in very hot or boiling water, any domes- 
tic material which will serve, and have it ironed dry 
with a very hot iron. The writer does not approve of 
35 
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using cotton in vaginal tamponade although he has been 
forced to do so upon several occasions. 
Uterine Tampon. 

Observe rigid asepsis. Do not attempt without an I 
assistant, who should draw down and hold uterus with 
volsella forceps. Use strips of unmedicated sterile 
gauze 2 or 3 inches wide and 10 or 12 feet long. Fold 
strips and pass in with long, blunt-pointed dressing for- 
ceps, or a surgical dressing packer. 

Bimanual Dilatation of the Cervix. 

If immediate delivery is necessary, resort to this 
procedure; but under no circumstances, deliver until i 
after dilatation is complete. Rupture of the uterus is 1 
apt to result from neglect of this precaution. Do not u 
force which is violent, and proceed only during relaxa- 
tion. If, during dilatation, hemorrhage becomes severe, 
follow the treatment outlined under "Placenta Pnevia" 
in Part III. Slight instrumental dilatation will be neces- 
sary in some cases before a finger can be inserted; or ' 
dilatation suificient for the purpose of beginning the bi- 
manual method may be accomplished by packing the 
lower uterine segment as under the last article. 

Operation. Patient in lithotomy position ; 
covered with a sterile towel ; insert one index finger and 
draw upward behind symphysis; insert finger of other 
hand and draw in opposite direction; proceed carefully, 
gradually working round the arc and getting two fingers 
of each hand inserted; after dilatation, keep up pressure 
to induce full relaxation ; do not be in too great a hurry. 
Instrumental Dilatation of the Cervix. 

See "Uterine Tampon" for a good way to begin 1 
instrumental dilatation. Instruments for dilatation vary 
and so do directions for their use. The present author 
rarely dilates with instruments, preferring the bimanual 
method; but soft dilators may well be used upon occa- 
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sion. The inexperienced should avoid the use of metal 
dilators. It is presupposed that any physician who is 
possessed of any make of dilator will inform himself 
as to its use. In emergency, use the bimanual method, 
first giving chloroform or chlorai if dilatation must be 
rapid. 

Incision of Cervix and Vulva. I 

Such incisions are rarely needed, and they are very I 
liable to tear through into branches of the uterine artery. 
Avoid them : push the anesthetic and wait for nature to 
dilate; but if need be, proceed as follows: Os. — Patient 
in lithotomy position ; fix os between two bullet forceps ; 
incise with blunt-pointed scissors up to the utero-vaginal 
junction, but not further, making four incisions. Suture 
rarely necessary. Vulva. "Make incisions in a direction 
corresponding to the long axis of the mother's body as 
she lies in the recumbent position. The incision should 
not exceed an inch in length and its depth should be 
about a quarter of an inch. It should be made at a 
point about one-third of the distance from the posterior 
to the anterior commissure when the parts are on the 
stretch." (Edgar.) 

After delivery close the incision by suture. 
Reposition of ^e Funis. 

See "Prolapsed Funis," Part III. Reposition is ac- 
complished by means of a repositor. The following 
emergency measjire is described by Williams: "An im- 
provised repositor will sometimes serve us in good stead, 
although the results attending the use of such devices 
are often unsatisfactory. A piece of bobbin is firmly 
attached to the free end of a sterile bougie or catheter 
in such a manner as to leave a loop several inches long. 
This is then passed around the prolapsed cord and slip- 
ped over the tip of the bougie. By this means the cord 
can be readily carried up into the uterus, after which it 
may be freed from the repositor by bringing the loop in 
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^^M contact with a. portion of the child and making traction ^^^H 

^^P upon it, so as to cause it to slip oH from the tip of the ^^^| 

^^ bougie. In the great majority of cases the condition ^^^ 

recurs as soon as the repositor is removed ; to insure 

against any risk of such an accident, the bougie can be 

left in the uterus." 

If this method is adopted it is well to be especially 
sure the bougie is sterile. They are hard to sterilize. 
Even if it has been sterilized, it is well to enclose the 
bougie for a while in a box with a quantity of formalin, 
which has been poured upon blotting paper. 
Version, 
Cephalic. — Prognosis better for fetus and to be 
preferred when practicable ; but, despite some literature, 
cephalic version is difficult. The inexperienced would 
better not attempt it, and it is only in shoulder and breech 
presentations— never in placenta previa — that it should 
be attempted. 

External Cephalic. — At onset of labor place 
patient in dorsal posture, flex thighs, give anesthetic 
if patient is nervous or tense, determine position with 
certainty, revolve fetus occiput first, and then be careful 
to keep head in place until it engages. 

Combined Cephalic. — The Braxton Hicks method 
is performed with patient in the dorsal posture, or in the 
lateral position if case is such as to be aided by gravity. 
'In shoulder presentation, use for the internal hand the 
one the palm of which would naturally face the fetal 
breech. Use two fingers, as there is less danger of rup- 
turing the membranes. Steady the head with external 
hand and push the apex of shoulder upward and toward 
side of uterus occupied by breech: with the external hand 
push the head down and adjust to inlet. In breech 
^presentation, try external version first, and, if not sue- 
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cessful, proceed as in previous directions, being careful 
to revolve fetus occiput first. 

Internal Cephalic. — The present writer fails to 
see the need of this method, and its performance is so 
varied by different writers that directions are not given 
here. It stands to reason that in a method wherein the 
whole hand is introduced into the uterus, the technic is 
that which common sense and knowledge of anatomy and 
the mechanism of labor would suggest in the individual 
case. See remarks at end of section on podalic version. 

Pod A Lie. — Nearly all versions done to-day are 
podalic, and practically all indications for version may 
be met by it in its various forms. Do not waste time by 
attempting an estcr)iai podalic version. While it may be 
done under favoring conditions, the combined version 
is better and, under proper asepsis and antisepsis, is so 
slightly more dangerous as to make it preferable. 

Combined Podalic. — The requisites for success are 
some mobility of fetus in the uterus, an exact diagnosis 
of presentation and position, and dilatation of the os suf- 
ficient to admit two fingers — rarely the whole hand. 

In shoulder presentation it is performed as follows: 
Anesthetize with patient in dorsal posture on a high bed 
or a table. The internal hand should be the one whose 
fingers naturally flex toward the fetal head. External 
hand is upon the breech, while internal fingers push 
shoulder upward in direction of the head and inclining 
toward fundus; at the same time, finally, external hand 
is pushing breech down. Hook down into vagina what- 
ever foot or knee is readily reached. Soon as this is well 
held, press head up into fundus with external hand. Be 
careful a hand or arm does not prolapse. In cephalic 
presentation anesthetize, and be sure "occiput first" is 
not forgotten. External hand on breech; push head 
upward and in direction of occiput with internal fingers. 
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At same time, external hand slides breech in opposite , 
direction. Force breech into lower uterine segment, and 
grasp a foot or knee — be sure it is not an elbow mistaken 
for a knee— transferring hand to other side of abdomen 
and over the head, which should be pushed into fundus. 
Make traction carefully and slowly upon anterior knee j 
or foot. 

Internal Podalic. — Exceedingly useful when im-l 
mediate delivery is necessary, when the forceps are con-1 
traindicated, and especially in placenta praevia and ial 
various malpositions. 

Anesthetize, introduce the whole hand, and the rest 
is easy : it is too easy and is resorted to very frequently 
when combined version should be tried first. Do not 
lightly undertake any internal version; there is always 
danger of sepsis or injury to the soft parts. Be sure 
cervix is completely dilated. Preserve the membranes as 
long as possible. If contraction ring is more than 4 
inches above symphysis, sharply look out for uterine 
rupture. Do not do a version if fetus is dead: perform 
craniotomy. Be sure bladder and rectum are empty. 
Use 1 per cent, lysol or other efficient antiseptic. That 
hand should be used internally, in vertex, bregma, brow 
and face presentations, the palm of which naturally faces 
the fetal abdomen. In shoulder presentation it makes 
little difference which hand is internal. Low rupture 
of the membranes is safest, but the water should be 
dammed back by the hand and wrist. Keep the hand 
within the membranes, if possible. Do not neglect external 
pressure. Do not work during a uterine contraction. 
Grasp the knee when but one leg can be brought down, 
preferably of anterior leg. If both legs can be brought 
down, grasp the feet. 

Sjtnphyseotomy. 

There is much division of opinion as to when this I 
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Operation should be perfonned. Remember, it does much 
injury to the soft parts. Before attempting it, be sure 
the pelvis Js of such contour and measurement as to 
render the birth of a living child possible. Consultation 
should be had, as there are many operative and post- 
operative accidents and complications possible. Sepsis 
occurs in 25 or 30 per cent,, and there is a materia] 
mortality of about 10 per cent. In the view of the pres- 
ent writer, it is rarely advisable for any one but a skilled 
surgeon to perform this operation. 

If done by an inexperienced man, probably the 
easiest operation for him is that done by the subcutaneous 
method, as follows: After extreme antiseptic and asep- 
tic precautions and the dilatation of the cervix, hold the 
urethra and bladder to one side with a sound ; make an 
incision a little above the subpubic arch and under the 
clitoris, which is held well up. Remember, this is a very 
vascular region. Introduce the left index-finger within 
the vagina, and press up against the posterior of the 
joint. Then pass a narrow tenotomy knife up to a point 
within half an inch of the summit of the joint beneath 
the overlying soft parts. Finish division with a probe- 
pointed bistoury and carry carefully through until it 
meets the index finger, then push downward through the 
joint until it is felt to give way. Have an assistant press 
sterile gauze against the incision while you deliver with 
the forceps. Finally force a small piece of gauze into 
the wound and another into the cervix. Leave a soft- 
rubber retention catheter in the bladder, dress the vulva, 
and strap the pelvis with adhesive. Delay any repairs 
to lacerations, and carefully read up the after treatment, 
which will make you wish you had never undertaken 
the operation. If you don't have cause to repent the 
operation, you are htcky. Many experienced operators 
prefer the open method. I beg leave to register de- 
cided objection to any form of symphyseotomy under 
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any circumstances except where a C<esarean section has 
been too long delayed and the lack of instruments for the 
performance of embryotomy renders immediate action 
necessary. 

Embryotomy, 

To be done in case fetus is dead and normal de- 
livery would be dangerous to the mother, in obstructed 
labor due to fetal monstrosity, in emergency from hem- 
orrhage or shock, and under circumstances in which 
Cassarean section cannot or should not be done. 

Perforation. — Anesthetize, empty bladder and rec- 
tum, patient in lithotomy position; then proceed accord- 
ing to instrument used. The writer has, in emergency, 
done perforation with scissors. Be sure perforator ia 
deeply introduced into the skull, which should be well 
fixed by an assistant before perforation is attempted. Be 
careful instrument does not slip. Break up cranial con- 
tents and wash away with antiseptic douche. 

Crushing. — Various instruments are used and tech- 
nic is not complicated. The experience of the present 
author is that good judgment in each case is the best 
technic. Any man who knows how to use the forceps 
should have no difficulty with a crushing operation. 
Craniotomy is going out of use, owing to the danger to 
the soft parts, cranioclasis and cephalotripsy taking its 
place. Owners of cranioclasts and cephalotribes should 
know their instruments too well to require detailed direc- 
tions here. Others would better give the anesthetic while 
the experienced man does the work. Some degree of 
infection is very common under the far from ideal sur- 
roundings in which one must work, and this despite all 
possible care. 

Decapitation and Evisceration vary in technic ac- 
cording to the instruments available. Follow general 
fur^'ical principles. The present writer has d<?ne both 
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operations with pocket-case instruments and the hands 
as the only available instruments ; but special instruments 
are vastly preferable. 

Some writers of text books condemn embryotomy, 
and give the impression that Csesarean section is a simple 
little operation any man can do anywhere. They should 
practice in the country for a while, and they would 
change their views. 

Manual Extraction. 

Study of the data given in Part I of this booklet, 
and an exact diagnosis of the case should suggest the 
proper technic to be employed in the many presentations 
in which manual extraction may be demanded. In breech 
presentations, use a fillet or blunt hook before resorting 
to the forceps. Hasten delivery of the after-coming head 
as soon as there is pressure upon the cord. The tendency 
to-day is to use manual extraction rather than the forceps 
for delivery of the after-coming head. 
Forceps Operations. 

In a booklet upon obstetric emergencies, much dis- 
cussion under this head is unnecessary. The physician 
who does not know how to use the forceps should 
promptly send for a consultant, or abandon this field of 
practice. But few physicians have trained themselves 
adequately in the exact estimation of obstetric conditions, 
hence many unnecessary and some impossible forceps 
deliveries are undertaken. 

Before applying the forceps, be sure that the child 
presents correctly, that the cervix is fully dilated, that the 
membranes are ruptured, and that maternal and fetal 
anatomy are such as to render the forceps available. 

A few suggestions: it is rarely wise to attempt 
forceps delivery with the head still floating. If the head 
does not engage, a version is preferable to a forceps de- 
livery. Po not elect a fti^h fgrceps operation if reason- 
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able waiting will bring the head lower. Locking of the 
blades may be impossible because you have one blade 
over the face and the other over the occiput : always 
to grasp the sides of the head. To diagnose position of 
the head in high or mid operation, locate the posterior 
ear with hand in vagina and patient under profound 
anesthesia; then keep examining hand in place to guide 
first blade, which should be applied over the posterior 
ear. The important thing in the correct and safe use of 
the forceps is accurate diagnosis. Do not markedly 
compress head with forceps under any circumstances and 
rarely to any greater degree than necessary to prevent 
slipping. The best authorities advise natural moulding 
and no compression. But with a dead child, compres- 
sion may be wise. In pelvic presentations, seize the head 
over the temple and the parietal protuberance of the other 
side. After rotation, reapply forceps to sides of head, 
and deliver. If there is room, relax blades and head may 
rotate within them. 

Caesarean Section. 

The preparation of the patient is that required for 
any other laparotomy except that antiseptic vaginal 
douches are necessary here, as fetal head may be engaged 
and must be liberated from below. Procure knife, scis- 
sors, dissecting forceps, needles and needle-holder, cat- 
gut-threaded needles, and plenty of hemostats. It is prac- 
tically impossible for an unassisted physician to do a 
Caesarean section. The text books advise an operator 
and four assistants. 

Make incision in the median line, 5 or 6 inches long, 
usually with umbilicus central. After entering the abdo- 
men, technic varies, but the abdominal cavity must be 
protected or walled off, and adequate provision made 
for hemorrhage. Do this before the uterus is opened. 
An assistant must lift up the uterus to the opening. Make 
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6-inch opening down to membranes, but do not cut the 
placenta. If the uterus is infected, operate with it lifted 
out of the opening, and with warm sterile towels behind it. 
Now locate the head or feet, whichever part you plan to 
deliver first; enter the womb and insert the left hand; 
rupture the membranes, and promptly start delivery, as 
the uterus quickly contracts after the membranes arc 
ruptured. Now be careful and deliberate, and be sure 
of what you are doing; tie cord, and be very careful to 
keep fluid out of the abdominal cavity when delivering the 
placenta. 

Suture the uterine wound in three planes, the first or 
deep layer accomplishing hemostasis, the second set placed 
between them to approximate the muscles, and the super- 
ficial ones of fine silk to accurately unite the peritoneal 
coat. Do not provide drainage except that through the 
natural channel. Give ergot hypodermatically. So far 
as possible, control hemorrhage with hot applications until 
after suturing. 

Do not ligate the Fallopian tubes unless you have 
previously obtained the consent of the patient. Be care- 
ful that the omentum is placed behind the womb. Close 
the abdominal wound with four planes of sutures. Use 
catheter. Look up after-treatment. 

Abdominal Hysterectomy (complete or incom- 
plete) may be demanded. Only an experienced surgeon 
should undertake such an operation. The Porro opera- 
tion is rarely done now, the other measures having super- 
seded it. 

Vaginal Cesarean Section is very difficult, pre- 
sents dubious advantages, and is rarely done. 
Delivery of the Placenta. 

See Part II. Hemorrhages under various headings. 
See index. 
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Abortion and the Induction of Premature Labor. 

See Part IV. 

Lacerated Cervix. 

Only the very deep lacerations productive of hemor- 
rhage and rapid extension of infection require immediaie 
operation. In such cases procure two pairs volsellum 
forceps, needle holder and large curved needles. Place 
stitches half an inch apart, the first one being above 
laceration, to fix the parts. If there are vaginal 
lacerations, the degree of injury will suggest treatment. 
but they are often serious and dangerous, and need expert 
surgical attention very promptly. 

Laceration of the Perineum. 

Attend to such lacerations at once, according to gen- 
eral surgical principles, which are well understood by all 
readers. If retractors are needed and you have none with 
you, bend two tablespoons into proper shape. Any domes- 
tic needles may he used in an emergency. If the physician 
is not accustomed to surgical tecbnic, and the laceration 
) especial harm is done if, by waiting for 
some hours, a surgeon can be secured. The principal 
thing is to see that all repairs are made as soon after labor 
as is consistent with good surgery. 
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EMERGENCY ASEPSIS AND ANTISEPSIS IN 
OBSTETRICS. 

It is no function of this booklet to enter into aseptic 
and antiseptic technic such as is known by every quali- 
fied obstetrician. We will give but a few emergency 
suggestions. At the outset permit the writer to say that, 
while in full sympathy with the elaborate technic outlined 
in the boolts, he wishes to warn young physicians that 
they should not be stampeded in the event of having to 
attend an obstetrical case in which facilities for antisepsis 
are entirely lacking, and in which asepsis is difficult of 
attainment. The latter is by far the more important of 
the two. 

If the patient's bed is hopelessly dirty and there is 
no change of linen in the house, cover the bed with a few 
layers of recent newspapers as clean as can be procured. 
A sheet of oilcloth from the kitchen table can be washed 
with hot water and soap, and is an excellent bed covering 
upon which to place the patient. 

If you need gauze and have no supply, wash in very 
hot water, cheesecloth or an old sheet or window curtain 
of soft material. When rinsed out of boiling water and 
wrung as dry as clean hands can make it, iron the material 
with very hot irons, which will produce clouds of steam 
and will thoroughly sterilize the material. Dry baking in 
the oven of a kitchen stove will slowly but imperfectly 
sterilize fabrics, but the average oven is not hot enough. 
Better results are attained by folding the material, placing 
in a skillet or pan, covering, placing on the top of a very 
hot stove, and heating the material until it begins to 
scorch. 
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If obliged to use some improvised instrument which 
is dirty and rusty, rub the graphite end of a lead pencil 
over the rusty area, and boil the instrument in a solution 
of soda. Baking soda will do, or even an ordinary wash- 
ing soda, Dutch Cleanser, Gold Dust, Pearline or similar 
preparation. Boiling in water is always a sure way to 
sterilize the forceps or any metal instruments. Better 
use metal or glass catheters in obstetrics, since they are 
readily sterilized. Always have a plentiful supply of 
boiled water prepared. When the forceps or other instru- 
ments must be used in such haste that there is no time 
to boil them, hold them over an open fire. If that is not 
available, pour alcohol upon cotton, light, and hold instru- 
ments in the flame. 

Emergencies owing to the lack of chemical antiseptics 
can usually be more or less adequately met. Always have 
rubber gloves in your kit. They can always be sterilized 
by boiling, whereas the hands are hard to sterilize. Alco- 
hol is of quite a little value in sterilizing the hands after 
the usual scrubbing with brush, green soap and hot water. 
If one asks some informed member of the household, 
some kind of antiseptic is usually available. Even the 
soluble portions of borated talcum or a weak proprietary 
antiseptic is better than nothing. Nasal tablets, such as 
Seller's formula, chlorinated lime, crude carbolic acid and 
turpentine may be of use. 

Phenol is used 1 :20 down to 1 :200. Lysol is used 
yi to I per cent. Bichloride is used 1 :1000 for physi- 
cians' hands ; 1 :2000 upon the skin and mucous mem- 
branes of patient, except intrauterine ; 1 :5000 upon raw 
or wounded surfaces. 

Operative work demands the same antiseptic and 
aseptic technic that any man capable of doing obstetric 
surgery knows about without telling. Others, who may 
be excellent physicians, only not practically acquainted 
with surgical technic, will find it to their advantage to 
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learn before they undertake something beyond them. It 
is not discreditable to any physician to be timid about 
such work and to send for a surgeon. But, in emergency, 
many a man has suddenly found out that he was more of 
a surgeon than he thought he was. 




POST-PARTEM EMERGENCIES. 
Puerperal Hemorrhage. 

Treatment varies with cause. The womb musl be 
emptied at once of any membrane or placental tissue, or 
of clots of blood. Uterus may be brought down by ex- 
ternal manipulation. If warm irrigations are used, a 
temperature of 110 degrees F. is proper. Swabbing out 
the interior of the womb with a 2 per cent, solution of 
acetic acid is useful. If vinegar is used, sterilize it before 
applying. Ergot is indicated in practically all cases. Do 
not neglect extra general care of these cases, as well as 
careful nursing. 

Hematoma. 

May occur on vulva or in vagina. Mortality is about 
12 per cent. If urgently necessary, incise and pack base, 
and follow with proper care, as per the text-books. Do 
not operate during or immediately following labor if it 
can be avoided. 

Retention of Urine. 

When this occurs post-partem, use every means to 
relieve without resorting to the use of the catheter. Hot 
chloroform stupes to the vulva frequently relieves. Seat- 
ing the patient in hot water, or giving a hot enema will 
nearly always be successful. If, after IS hours, retention 
continues, catheterize with extreme antiseptic precautions. 
Puerperal Infection. 

This is a large subject in which text books should be 
consulted. Needless to say, proper care prevents infec- 
tion in most instances. So far as emergencies ar« con- 
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cerned, the greatest one is an ignorant or careless doctor, 
nurse or midwife. Meeting this emergency is often a 
serious matter. If there is any likelihood of the woman 
having been infected, proper antisepsis must not be neg- 
lected, and it should be used after instrumental delivery, 
version, etc. Be sure uterus is empty before leaving the 
case. Many practitioners make a routine of giving several 
doses of echinacea after every confinement, claiming that 
it antidotes slight infection. This is negative testimony, 
but the drug can do no harm. If infection occurs, leave 
no means neglected which may be of value. See the 
text-books. 

Syncope and Shock. 

Give brandy, ether, strychnia, or camphor hypoder- 
matically. Aromatic ammonia may be given by mouth, 
and nitrite of amyl may be inhaled. Elevate the foot of 
the bed, and apply dry heat. 

Premature Birth. 

Keep apartment warm. Do not tie the cord iinta 
after the child has received all the blood possible. Wrap 
the babe in cotton batting. The use of the incubator 
and gavage saves many children. 

Asphyxia Neonatorum, 

If there is pressure upon the cord, hasten delivery. 
Clear out the air passages. Invert the child. Resort to 
artificial respiration, and continue as long as there is any 
sign of life. Slapping, application of heat, throwing cold 
water upon the face, dilating the anus, and other means 
of shock may be used. 

Caput Succedaneum. 

Be careful not to injure, as sepsis may supervene. 
A very weak alcoholic application of camphor is recom- 
mended. Later on, if it persists, surgical attention may 
be necessary. 
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Hemorrhage from Navel. 

Apply pressure, adrenalin (1:3000), or, if simple 
means do not suffice, apply constriction by means of the 
classical method of pins and silk thread. Or make a 
purse-string suture through surrounding healthy tissue. 

Ophthalmia Neonatorum. 

Prevent by application of 2 per cent, silver nitrate 
solution, neutralizing with normal saline. A 1 per cent, 
solution need not be neutralized, although some authori- 
ties believe it would better be neutralized after a couple 
minutes. 

Supemimierary Fingers. 

The present writer believes the better plan is to am- 
putate at once unless the connection is very firm. 
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A MODIFIED PORTER METHOD OF ROTAT- 
ING THE OCCIPITO POSTERIOR VERTEX 

The Medical Council, April, 1911, contained an article by 
Prof. J. 0. Arnold fully descriptive of the technic of this 
method. While a little difficult to the obstetrician who has ever 
employed it, and while it is all but impossible without the aid 
of a capable assistant, yet the manoeuver has been very suc- 
cessfully used by Dr. Arnold in his service in the Samaritan 
Hospital, Philadelphia, and favorable comment has been made 
by others. The following is abstracted from thg article: 

In describing this procedure (which description, in part, at 
least, is verbatim as Dr. Porter gave it) we shall, of course, 
assume that the cervix is fully dilated, that the patient has been 
anesthetized and placed in the proper position for forceps ap- 
plication, and that the diagnosis of occipito -posterior position 
has been verified, if necessary, by touching the child's ear. We 
shall also take it for granted that the position was originally 
right occipito-posterior and that therefore the body of the child 
is toward the mother's right. The percentage of cases with the 
child occupying a similar position on the left is so small that, 
for the present, the former only will be considered, although 
the method of handling the latter is precisely the same, except 
that the position of the operator's hands is just reversed. 

The obstetrician, standing or sitting directly in front of the 
patient, rotates his left hand sharply outward until the ulner edge 
is pointing upward and the thumb downward and towards the 
mother's right In this attitude the hand is inserted in the 
vagina with the palmar surface of the fingers apphed to the 
right side of the occiput If the head be high it will be neces- 
sary to insert the whole hand; if low, only the half hand need 
be introduced. Contrary to other methods of manual rotation, 
DO attempt is made to grasp or hold the head with this left 
hand. Such an attempt would only tend to force the head out 
of the pelvis, or disturb its normal attitude of flexion, both of 
which occurrences are especially to be avoided. While it would 
often be very diflicult to find room to grasp the head securely 
between the thumb and fingers, there is always plenty of room 
in the left side of the pelvis to insert the inverted hand against 
the right side of the child's head without danger of pushing 
the head up or diminishing flexion. While placing the left 
hand as here indicated, the fingers of the right hand arc pressed 
firmly on the abdominal wall above the pelvis until they come 
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in contact with the left frontal region of the child's head. 
When properly placed the two hands thus hold the head fin 
in their grasp, and rotation is accotnplished by the comhined 
action of the two hands— the internal hand as it attempts to un- 
twist, making pressure directly against the occiput and crowd- 
ing it firmly against the right side of the pelvis, thus making 
room in the left side for the brow, which is caused to rotate in 
that direction by the pressure downward and toward the left 
of the external hand on the left fronto-temporal region of the 
child's head. 

My experience quite corroborates the statements of Dr. Por- 
ter, to the effect that the two hands thus acting — the internal 
hand with its strong rotary force and the external hand utiliz- 
ing an effective leverage — are capable of exerting a tremendous 
rotating power if necessary, but that rotation is usually sur- 
prisingly easy I have toutjd also tliat the depth of the head in 
the pelvis and the firmness with which it is sometimes im- 
pacted there are no con tra-indi cations for the use of this 
method, notwithstanding a prevalent idea to the contrary among 
those who have not tried it A pelvis that will permit the head 
to engage, descend and rotate until the occiput rests i 
hollow of the sacrum, will invariably permit of this bi-n 
method of restoring the occiput to its normal position . 
what is equally true, as my experience has frequently demoi 
strated, the lower the head is in the pelvis the ■ ' 

As to the functions of the "external" or r'ghl hand, it plays 
two very important parts in the manipulation, one to hold the 
head from being pushed out of the pelvis, and the other, by 
lever-like action, to supplement the work of the left in prodi 
ing rotation. • • * 

Having succeeded in rotating the head (which 
be done in a very short space of time — on a num 
sions in my experience it has taken less than half a minute] 
the next step is to prevent its return to faulty position, whi( 
it has great tendency to do if let alone. It is here that I hi 
found it advisable to slightly modify the method of Dr. Poi 
As long as the two hands are in contact with the rotated h( 
the new position is easily maintained, hut in order to apply' 
forceps — which is undoubtedly the wi.ser thing to do in prac- 
tically ail these cases— it is necessary for the obstetrician to 
remove his hands and to rely upon the nurse or an assistant 
to keep the head in place. Dr. Porter does this by having such 
assistant superimpose a hand directly over his external hand 
and continue careful pressure when the doctor's hand is re- 
moved. This I found was difficult to do successfully, and I 
have therefore adopted what 1 find to he the much easier and 
more effective plan of having the assistant, who is usually the 
etherizer, make manipulations through the abdominal wall with 
a view to swinging the body of the child from the mother' 
right side toward the left. These manipulations are made 
incidentally with the rotation of the head, and not only grt 
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facilitate the latter process, but by moving the body along with 
the head and thus avoiding the twisting of the child's neck, the 
chief cause of the tendency of the head to return to faulty 
position is removed, while at the same time the assistant, by 
maintaining the body in its new position — ^which is easily done — 
has a much more effective method of controlling the head in 
the brief interval between the removal of the obstetrician's 
internal hand and the application of the first blade of the for- 
ceps. Experience has proven this little addition to Dr. Porter's 
well-worked out manipulations to be a great help in many cases, 
and especially so where the head is yet high in the pelvis. 

Rotation having been quickly and satisfactorily accomplished, 
application of the forceps is easy, and the further conduct of 
the case, may proceed with due time and deliberation. 
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